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Office of Health Care Assurance 

 

State Licensing Section  

 

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION 

 
 

Facility’s Name: RCH-Kapalama (DDDH) 

 

 

 

CHAPTER 89 

Address: 

1330 Halona Street, Honolulu, Hawaii 96817 

 

 

Inspection Date: June 18, 2019 Annual 

 

 

 

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF 

CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED. 

 

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT 

RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED 

ONLINE, WITHOUT YOUR RESPONSE.   
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-89-12  Structural requirements for licensure.  (b) 

Once licensed, the administrator shall be responsible for 

ensuring that the facility is maintained in compliance with 

all state and county zoning, building, fire, sanitation, 

housing and other codes, ordinances, and laws. 

 

FINDINGS 

Kitchen counter behind the kitchen sink was detached from 

the wall.  

PART 1 

 

DID YOU CORRECT THE DEFICIENCY? 

 

USE THIS SPACE TO TELL US HOW YOU 

CORRECTED THE DEFICIENCY 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-89-12  Structural requirements for licensure.  (b) 

Once licensed, the administrator shall be responsible for 

ensuring that the facility is maintained in compliance with 

all state and county zoning, building, fire, sanitation, 

housing and other codes, ordinances, and laws. 

 

FINDINGS 

Kitchen counter behind the kitchen sink was detached from 

the wall. 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-89-14  Resident health and safety standards.  (e)(5) 

Medications: 

 

All medications and supplements, such as vitamins, 

minerals, and formulas shall be made available by written 

physician order and shall be based upon current evaluation 

of the resident's condition. 

 

FINDINGS 

Resident #1 – Physician ordered “Peridex mouth rinse, 1/2 

oz. swish and spit BID x 7days.” Per medication 

administration record, the medication was used from 5/31/19 

pm to 6/17/19 until the medication was finished. 

PART 1 

 

 

 

 

 

 

 

 

 

 

Correcting the deficiency 

after-the-fact is not 

practical/appropriate.  For 

this deficiency, only a future 

plan is required. 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-89-14  Resident health and safety standards.  (e)(5) 

Medications: 

 

All medications and supplements, such as vitamins, 

minerals, and formulas shall be made available by written 

physician order and shall be based upon current evaluation 

of the resident's condition. 

 

FINDINGS 

Resident #1 – Physician ordered “Peridex mouth rinse, 1/2 

oz. swish and spit BID x 7days.” Per medication 

administration record, the medication was used from 

5/31/19 pm to 6/17/19 until the medication was finished. 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-89-14  Resident health and safety standards.  (e)(6) 

Medications: 

 

All physician orders shall be re-evaluated and signed by the 

physician every three months or at the next physician's visit, 

whichever comes first. 

 

FINDINGS 

Resident #1 – Medication order for Naproxen was not re-

evaluated by the physician from 7/16/18 to 1/25/19.  

PART 1 

 

 

 

 

 

 

 

 

 

 

Correcting the deficiency 

after-the-fact is not 

practical/appropriate.  For 

this deficiency, only a future 

plan is required. 
 

 

 

 

 

 

 

 

 

 

 

 



7 

 

 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-89-14  Resident health and safety standards.  (e)(6) 

Medications: 

 

All physician orders shall be re-evaluated and signed by the 

physician every three months or at the next physician's visit, 

whichever comes first. 

 

FINDINGS 

Resident #1 – Medication order for Naproxen was not re-

evaluated by the physician from 7/16/18 to 1/25/19. 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-89-19  Nutrition. (o) 

Special diet orders shall be updated every three months by a 

physician.  Verbal orders for special diets shall be recorded 

on the physician order sheet by the caregiver receiving the 

verbal orders and written confirmation by the attending 

physician shall be obtained at the next office visit. 

 

FINDINGS 

Resident #1 – Special diet order, “Regular, low fat, low 

salt”, was not updated more than three (3) months from 

4/24/18 to 10/15/18. 

PART 1 

 

 

 

 

 

 

 

 

 

 

Correcting the deficiency 

after-the-fact is not 

practical/appropriate.  For 

this deficiency, only a future 

plan is required. 
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 RULES (CRITERIA) PLAN OF CORRECTION 

 

Completion 

Date 

 §11-89-19  Nutrition. (o) 

Special diet orders shall be updated every three months by a 

physician.  Verbal orders for special diets shall be recorded 

on the physician order sheet by the caregiver receiving the 

verbal orders and written confirmation by the attending 

physician shall be obtained at the next office visit. 

 

FINDINGS 

Resident #1 – Special diet order, “Regular, low fat, low 

salt”, was not updated more than three (3) months from 

4/24/18 to 10/15/18. 

PART 2 

 

FUTURE PLAN 

 

USE THIS SPACE TO EXPLAIN YOUR FUTURE 

PLAN: WHAT WILL YOU DO TO ENSURE THAT 

IT DOESN’T HAPPEN AGAIN? 
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                                                                    Licensee’s/Administrator’s Signature: _________________________________________  

 

            Print Name: __________________________________________ 

  

 Date: __________________________________________ 

 

 


